Introduction
In Western society there is already a considerable body of evidence associating the psychosocial environment at work with overall health and wellbeing [1] . In particular, low job control and associated stress have been reported as determinants of all-cause mortality based on prospective longitudinal studies [2] . These adverse psychosocial work factors have also been reported to affect morbidity, such as risk of coronary heart disease [3] . In addition, chronic work stress can increase the risk of fatigue and depression [4] .
Common characteristics of adverse psychosocial workplace factors include job insecurity, job strain with high demands and job autonomy, long work hours, shift work, and overtime [1, 5] . These adverse workplace factors were also reported to associate with negative lifestyle health-risk behaviours such as physical inactivity, smoking, and alcohol consumption [6] . The protective and buffering role of social support at work on adverse health outcomes has been noted in diverse settings [7] .
Most research on the influence of psychosocial job characteristics on health status has been conducted within affluent Western economies, although a few studies have been carried out in high-income areas of Asia. The Asian reports include a cross-sectional study linking psychosocial work factors and health among Taiwanese [8] and a prospective cohort study of Japanese workers that psychological demands and work engagement affect health [9] . In middle-income Southeast Asian countries, there has been some research on psychosocial work environments [10] but there is limited information on psychosocial work-health relationships.
The aim of our research reported here is to provide evidence about the relationship between psychosocial job characteristics (security-demands-autonomy-support) and psychological health in a middle-income Southeast Asian country, in comparison with a Western benchmark. We use data from a large national cohort study in Thailand and the Health Survey for England. Thailand is going through an economic transition as well as a transition from traditional illnesses (maternal and child mortality and infectious diseases) to chronic diseases, including psychological health problems. The Thai workforce is rapidly formalising as the country industrialises and our results will help to address the knowledge gap regarding psychosocial work conditions in transitional middle-income Asia. We also describe differences in work-health relationships between Thailand and the UK and explore the relative importance of wealth and culture.
Methods

Data source
This study was based on two datasets: the Thai Cohort Study and the Health Survey for England [11] . Details of data harmonisation are as follows: included information on part-or full-time paid work. Analyses were also adjusted for health-risk behaviours (smoking and drinking) which were dichotomised (yes or no) in both datasets.
Data analysis
We first describe the distribution of age and paid work status by country of residence. Subsequent analyses were restricted to the age group that had respondents with similar proportion of paid work (35-45 years). Key variables such as psychological distress, psychosocial job characteristics, and other covariates are detailed in each dataset. Bivariate logistic regression was used to calculate Odd Ratios (OR) and 95 % Confidence Intervals (CI) for the association between psychological distress and job conditions in each dataset. Multivariate logistic regression was used to provide Adjusted Odd Ratios (AOR) and 95 % CI, controlling for covariates in the final analyses.
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Results
There was a total of 14,112 participants in the Health Survey for England in 2010 and 87,134 respondents for the baseline Thai Cohort Study in 2005. The distribution of participants by work categories and by age groups is described in Table 1 ; paid work respondents were proportionally highest for the age group 35 to 45 years and comparative analyses were restricted to this age group (see Methods). The exposures of interest were the psychosocial job characteristics detailed in Table 2 . These factors were distributed as follows: low job security affected about one tenth of the UK and Thai samples (11.7 % vs 12.3 %); low job autonomy was noted by 4.2 % of UK and 2.5 % of Thai respondents; 'rarely or never' coping with job demands affected about 10 % of respondents in both populations; and low support from employers was reported by 12.5 % among the UK and 8.7 % of the Thai respondents. The health outcome (psychological distress) afflicted about 12 % of respondents in each of the two settings (Table 1 and Appendix).
Associations between psychosocial job characteristics and psychological distress are reported in Table 2 , stratified by the two study groups. Bivariate and multivariate results are shown so as to enable assessment of confounding. The multivariate odds ratios were as follows. Low job security strongly associated with psychological distress in both settings -AOR 2.58 [95 % CI 1.28-5.22] To investigate this issue of discordant UK-Thai job autonomy effect on psychological health, we repeated the Thai analyses restricting to the upper 20 % or upper 10 % according to income or (separately) wealth (based on replacement values for a standard basket of household assets). The income-restricted estimates showed a modest (but not statistically significant job autonomy effect) ranging from AOR 1.17 for 'rarely' to AOR 1.44 for 'never' which was attenuated as income fell and disappeared altogether when restrictions were lifted. But there was no effect when analyses were restricted by wealth. We cautiously conclude that it is unlikely that economic differences between the UK and Thailand explain the lack of a job autonomy effect on psychological health of Thais. It is more plausible that that this difference could be related to other factors such as culture and religion.
Discussion
Our international comparison provides evidence of substantial and statistically significant associations between certain psychosocial job characteristics and psychological distress among both UK and Thai middle-aged working adults. Low job security, inadequate coping with job demands, and low support from employers were associated with psychological distress among working adults in both countries. However, it is also notable that a fourth psychosocial job factor -low autonomy -was strongly associated with adverse psychological health outcomes in the UK workers but that such as association was not apparent among Thais.
Our results support previous studies on association between psychosocial job characteristics and health [8, 9] . The importance of employer support reported in our study is consistent with other studies in Asia, in particular, as noted by a study in the neighbouring middle-income country of Malaysia [10] ; in that setting emerging global forces in the economy will increase job demands and could reduce support at work, thus further highlighting the importance of the protective role of employer support at work [15, 16] .
The noteworthy difference between the UK and Thailand was the effect of low job autonomy. Job autonomy or control is thought to be a particularly important aspect of a healthy work environment in Western cultures, and is associated with greater job satisfaction and favourable biological responses [17] . This effect could plausibly be related to levels of economic development or to the influence of East-west differences in cultural factors. About a quarter of the Thai respondents were working at a professional or managerial level, whereas over half of the UK respondents were in that category. The difference in occupational status could account for the lack of importance of low job autonomy for Thai respondents. However, it should also be noted that Buddhist religious sentiment was reported to be important for almost all cohort members and this attitude and tolerance could boost acceptance of low job autonomy.
Strengths and limitations of this study
The strength of our study is the comparative analyses of psychosocial job characteristics and associated psychological distress between the two very different countries. Data harmonisation was possible producing similar categories for job conditions, psychological distress, and other covariates. In addition, the design of the questionnaires avoided any suggestions about relationships between work factors and health in both the Thai and UK studies; queries about work and heath appeared in different sections of the questionnaire without any hint of our underlying hypotheses.
However, we also note some limitations of this study. Our analysis was cross-sectional in nature and does not establish causal relationships between job factors and health. In addition, the Health Survey for England participants were nationally representative but the Thai participants were all adult students enrolled in an Open University and residing nationwide. In order to produce more homogenous groups for analyses, we restricted our study to middle-aged working adults and thus our results are not representative to general population. It should be noted that the 12-item General Health Questionnaire measures (UK) both anxiety and depression, the three items from the Kessler Psychological Distress measures focuses on anxiety (Thailand), however our harmonised cut-offs have captured the high distress group in both datasets (approximately 12 %). We also performed sensitivity analyses excluding UK participants who had not completed high school but the results were similar (data not shown).
Future research
Our cross-country comparisons capture work-health relationships in two very different settings, Thailand and the UK. For the fourth job feature -autonomy -we found a UK-Thai difference with Thais apparently unaffected. This finding could reflect cultural differences with Thais less troubled by individualistic expression at work. We have speculated that differences in culture and religion may explain the lack of a job autonomy effect on psychological health among Thais. Cross-national qualitative ethnographic investigation could expand knowledge on the role of culture operating on occupational mental health.
Implications of the study
Empirical evidence on East-west cross-national comparisons such as ours is very limited, and this is particularly true when comparing high and middle income countries. Such comparisons are, however, very important for understanding the cultural context of public health policies, and the relevance of Western concepts to other cultures. The psychological health of Thai and UK respondents was equally affected by three psychosocial job features -security, coping with demands, and employer support. Our study also highlights the implications for relevant workplace laws and regulation, including providing workers with constructive performance feedback as well as regular consultation and training for managing workplace stress to minimise the adverse job effects. These public health strategies would promote mental health and wellbeing in the population. These issues will be of increasing importance in Thailand and similar transitional countries in Asia as the workforce formalises. However, each country needs to examine the issues operating within its own cultural context and cannot simply import information from other settings. Responses on a five-point scale: 'all of the time', 'most of the time', 'some of the time', 'little of the time', 'none of the time'.
Appendix 1
'All' or 'most' of the time coded as having high distress; rest code as no serious problem.
Job security
How likely is it that you will lose your job and become unemployed within the next twelve months? Please estimate the probability of such a chance on a scale from 0 to 100. (0 means that such a change will definitely not take place. 100 means that such a change definitely will take place.) a GHQ-12: UK General Health Questionnaire with 12 items; each item categorised on a four-point scale later collapsed to a positive/negative binary result. The negative binary response (0) includes 'not at all' or 'same as usual' and the positive binary response (1) includes 'more than usual' or 'much more than usual'. The sum of binary responses across the 12 items was then collapsed, the binary total for each individual was divided into <4 (no serious problems) and 4+ (serious problems) for final comparative analyses b This is the smallest proportion of the UK total that could reasonably to be classified as 'extremely secure'
